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Increasing health-care costs and a steady rise in America's 
geriatric population have prompted research to identify 
actual health-care practices, especially those of rural 
elders. It is believed that health-care practices have a 
direct influence on the overall health and well-being of the 
individual elder. Thus, the purpose of this descriptive 
correlational study was to expand the research of Johnson 
(1991). This replicated survey explored the health-care 
practices of elders residing in rural Northeast Mississippi 
and compared this sample with the Southwestern United States 
population utilized by Johnson. The research guestions were 
how freguently do rural elders utilize selected health-care 
practices and what are the relationships between the extent 
of use of health-care practices overall and selected 
demographic variables? The sample consisted of 64 elders 
age 65 and older residing in a three-county area with 
populations of 4,000 or less. The Personal Lifestyle 
Questionnaire by Muhlencamp and Brown (1983) was utilized to 
identify actual health-care practices of the rural elders. 
Descriptive correlational statistics were used to analyze 
the data. The findings of this study indicated Northeast 
Mississippi elders engage in more positive health-care 
practices than the Southwestern United States population of 
Johnson (1991). Similar findings related to women, married 
individuals, and more highly educated elders utilizing more 
positive health-care practices which further validated 
Johnson's findings. Implications for nursing include the 
concept of nurses in advanced practice, particularly the 
Gerontological Nurse Practitioners (GNPs), must carefully 
assess health-care practices of elders. Additionally, the 
GNP as an advocate and educator should be responsible for 
health-promotional programs. Recommendations for further 
research include replication of the study using a larger 
elder sample and a more diverse geographic representation. 
iv 
Dedication 
This work is dedicated to the light of my life and 
most wonderful blessing, my children, Lance, 
Summer, and Corey Evans. Thank you for your 
sacrifices, encouragement, support, and most of 
all your unquestionable love and acceptance of 
whatever came along during the past two years. 
Sincere thanks to my parents, Jack and Wease 
Brown, for their guidance, love, and support 
throughout my life. Without you, I could never 
have reached this goal. 
Acknowledgements 
On the dark road to the completion of my goal related 
to this research and subsequent master's degree, my pathway 
has been illuminated by many individuals. Perhaps the 
brightest and longest lasting star to guide my way has been 
my advisor, Dr. Mary Pat Curtis. Thank you so much for your 
caring, expertise, and love of education. You are truly an 
advocate and role model for nursing education as well as an 
undisputed expert in advanced practice nursing. 
Next I would like to express my sincere appreciation to 
my graduate research committee for their guidance and 
support. Again, Dr. Mary Pat Curtis, Committee Chairperson, 
thanks for your encouragement and support; Mrs. Lynn 
Chilton, thanks for your contribution related to 
gerontological care and your insight into this work; and 
Mrs. Mary Jo Kirkpatrick, thanks for your support, time, and 
suggestions. 
My sincere thanks to Dr. Nancy Hill, Mrs. Jeri England, 
and Mrs. Linda Sullivan for their instruction and 
contributions toward the completion of this degree. 
Thanks to North Mississippi Health Services for their 
financial assistance and the home-care department, 
especially the Baldwyn and Fulton offices for their 
vi 
encouragement and support in allowing me to work around my 
school schedule. 
My sincere thanks to Phyllis McCorkle for her cheerful 
smile and expertise in pulling everything together. 
Most of all thanks to a loving God who through his 
infinite wisdom and love allows his children to reach their 
earthly goals . 
vi i 





List of Tables x 
Chapter 
I. The Research Problem 1 
Introduction to Problem 2 
Significance to Nursing 6 
Theoretical Framework 7 
Assumptions 9 
Purpose of the Study 9 
Statement of the Problem 9 
Research Questions 9 
Definition of Terms 10 
II. Review of the Literature 11 
III. The Method 25 
Research Design 25 
Variables 25 
Variable of interest 25 
Control 25 
Extraneous 25 
Setting, Population, and Sample 26 
Instrumentation 26 
Data Collection Procedure 28 
Data Analysis 29 
Limitations 29 
IV. The Findings 31 
Sample 31 
Research Questions 32 
viii 
V. The Outcomes 41 









A. Permission to Replicate Study 54 
B. Personal Lifestyle Questionnaire 56 
C. Letters Reguesting Permission 
to Use Tool 62 
D. Approval of Mississippi University for 
Women Committee on Use of Human Subjects 
in Experimentation 65 
E. Participant's Consent Form 67 
ix 
List of Tables 
Table Page 
1. Frequency of Exercise and Nutritional 
Use by Number of Subjects 33 
2. Frequency of Relaxation and Safety Use 
by Number of Subjects 34 
3. Frequency of Substance Use and Health 
Promotion by Number of Subjects . . 35 
4. Correlations Between Selected Demographic 
Variables and Scores on the Subscales 
and Total Personal Lifestyle Questionnaire 
Using the Pearson Product Moment Correlation . . 38 
5. A Comparison of Positive Dietary 
Practices 39 
6. A Comparison of Alcohol and Tobacco Use .... 40 
x 
Chapter I 
The Research Problem 
While individuals age 65 and older constituted 4% of 
the population in the United States in 1900, this figure has 
risen to 12% of American citizens representing more than 32 
million people (Spirduso, 1989). Moreover, the population 
of elders in America had been projected to increase 
significantly through 2030, when there will be approximately 
66 million people over age 65, representing 22% of the 
American people (Ory et al., 1992). Many of these older 
Americans, especially those residing in rural areas, have 
had limited access to medical assistance. As chronic 
conditions such as heart disease, cancer, and stroke have 
been the leading causes of death for this age group, the 
realization of a need for a transition from acute to 
preventive, chronic treatment considerations in relation to 
the geriatric client were deemed vital. 
Eighty-seven percent of the rural aged has experienced 
a chronic illness of some sort (Johnson, 1991). One of the 
major concerns expressed by elders with and without chronic 
illnesses has been the maintenance of physical health and 
well-being in order to function independently and remain in 
their homes (Johnson, 1991). Physical health has been 
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influenced by many factors including the individual elders' 
health-care practices. Knowledge of these practices to 
health-care provider has been and will be a vital component 
in planning and providing services which meet the health­
care needs for elders. Therefore, the focus of this 
research was to replicate Johnson's (1991) study which 
sought to identify health-care practices and frequency of 
use with a rural population. 
Introduction to Problem 
A study by Johnson (1991) sought to identify health­
care practices, the frequency with which these practices 
were used, and the relationship between the number of 
health-care practices and selected demographic variables: 
age, gender, marital status, and educational level of rural 
elders. Johnson selected a random sample of subjects 
obtained from names of all participants over age 65 years 
and living in their own homes. The sample was drawn from 
senior centers, churches, physicians, and support agencies 
located in a rural setting with a population of 4,000 or 
less. It was necessary to contact 331 individuals to reach 
the desired sample size of N = 250. 
Data were collected using the Personal Lifestyle 
Questionnaire developed by Muhlenkamp and Brown (1983). 
Data were analyzed using descriptive statistics and 
correlational procedures. Findings suggested that most 
older rural adults did not use positive health practices on 
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a regular basis. Of the 24 health practices listed on the 
Personal Lifestyle Questionnaire, the mean number engaged in 
"frequently" was 7. When looking at the frequency with 
which different health screening practices were used, it was 
noted that 48.8% (n = 122) of the subjects never have a 
physical examination, while 12.4% (n = 31) almost always 
have one. Sixteen and eight tenths percent (n = 42) 
frequently had a physical examination, and 22% (n = 55) 
occasionally had one. Results of the preventive health-care 
practices of dental examinations paralleled the physical 
check-ups. Items relevant to exercise revealed that only 
3.6% (n = 9) almost always had a planned exercise program, 
while 82% (n = 205) did not have an exercise program. Most 
subjects did not smoke more than one pack of cigarettes per 
day or smoke in bed. However, more than half of the 
subjects combined alcohol with their use of medicines, and 
almost half had more than two drinks a day. 
When the relationships between the number of health 
practices and selected demographic variables were examined, 
Johnson (1991) found that younger subjects engaged in more 
practices than older ones (r = -.73, p < .05), women used 
more health practices than men (r = .83, p < .01), and those 
with more education (r = .74, p < .05) engaged in a greater 
number of health practices than single subjects or those 
with less education. 
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Overall, the findings of Johnson's (1991) study did not 
support investigations using older urban samples. Unlike 
the urban aged who have an increased incidence of positive 
health practices, the rural elder did not use a large number 
of such practices on a regular basis. 
Johnson (1991) concluded that the rural aged did not 
regularly engage in positive health-care practices related 
to psychological and physical well-being. Nursing personnel 
working with these clients were encouraged to carefully 
assess the elders' health-care practices and plan 
appropriate teaching programs to meet their needs. 
Additional research was indicated to determine the types of 
health-promotion programs suited for use with the rural aged 
client. Recommendations from Johnson's study supported the 
need to provide health-care services geared to the needs of 
the rapidly growing population of elders. 
As the current research was a replication study based 
on Johnson (1991), the major difference in the studies was 
in geographic location. The reviewed study examined 
subjects in the West while the current research endeavor 
examined a southern population. 
Identification of health-care practices of the elder, 
especially the rural aged, has permitted the realization of 
a direct approach to primary prevention by planning and 
implementing health-care services geared to improving or 
enhancing these practices. Yet, the majority of 
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investigations in relation to elder health-care practices 
have focused on the urban elder. Rural elders have often 
been handed "scaled-down urban models" that fail to meet 
their needs or address the real differences between the 
urban and rural lifestyles (Davis et al., 1991, p. 107). 
Consequently, health-promotion services have been inadequate 
or inappropriate for the rural segment of the elderly 
population. 
To provide quality health services, further 
investigation about culture and its impact on health 
behavior had been defined by rural elders as "the ability to 
work or function in one's role" (Davis et al., 1991, p. 11). 
As culture provides a vital link as to how the elder view 
health, it has been important to realize rural elders seem 
to rely on informal sources, such as family, relatives, and 
friends, for health-related information and advice. As 
professional providers are not the source of choice for 
health-care information, the need to educate not only the 
elder but the entire community has been noted. 
Perhaps, the elders' choice in obtaining health-care 
information has been due in part to the decreased level of 
access to health-care services experienced by rural 
individuals (Davis et al., 1991). Further investigation by 
Brown et al. (1983) found urban elders had a much higher 
level of access to professional providers than their rural 
counterparts. As these were the only two studies that 
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investigated access of health care, Johnson (1991) 
concluded, the rural aged did not regularly engage in 
positive health-care practices related to psychological and 
physical well-being. Further research into health-care 
practices including access to health care has been mandated 
in order to identify actual behaviors in rural elders that 
enhance and promote a healthier aging process. Thus, the 
present researcher had projected that rural elders' 
awareness of their health-care practices would improve, and 
information gained through this investigation could serve as 
a basis to improve elder health-care practices. 
Significance to Nursing 
Findings of this study provided an addition to the 
current knowledge of elder health care and could provide an 
influence on the development of future health-promotion 
programs reflecting the health-care practices of 
Mississippi's rural aged. Identification of current health­
care practices and planning health services based on these 
practices are considered tasks within the realm of the 
Geriatric Nurse Clinician (GNC). The current practices of 
rural elders may well serve as the framework to assist the 
GNC in establishing and providing health-care assistance 
based on practices identified directly by the elders' needs. 
As these services are made relevant to rural elders' 
identified practices, the elders would be more likely to 
participate in them and use the information gained to 
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improve their current health practices. The information 
gained through this study further validated and supported 
research by Johnson (1991) by replication of her study with 
a southern population. Prospective research in other 
locations in the United States would further validate 
findings of both Johnson and the current research endeavor. 
Theoretical Framework 
The Orem Model of Health-Care served as the theoretical 
framework for this study. Orem's theories of self-care and 
self-care deficit contain several propositions vital to 
health promotion, such as health maintenance, as well as 
prevention, care, rehabilitation, and functional living with 
disease or disability (Denyes, 1988). To utilize Orem's 
Model for Health Promotion, it was vital to the researcher 
to have an understanding of the nature of health within the 
model and the relationship of health to the other model 
constructs. To facilitate this understanding, Orem 
addresses three concepts in her perspective: Theory of 
Nursing Systems, Self-Care Deficit Theory, and Theory of 
Self-Care. The Theory of Nursing Systems allows the health 
provider knowledge of a person's self-care demands and 
provides assistance in meeting these demands. The second, 
Self-Care Deficit Theory, explains why the client needed and 
benefits from nursing services. The third, Theory of Self-
Care, describes self-care with the dual annotation of for 
oneself and given by oneself (Orem, 1980). 
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Orem views a person as a self-care agency equipped to 
meet his or her own needs. These needs are to be met by one 
of the three nursing systems: wholly compensatory, partly 
compensatory, or supportive-educative. The system to be 
utilized depends on "who could or should perform self-care 
actions" (Marriner-Tomey, 1989, p. 121). 
Orem focuses on a holistic approach that consists of 
four metaparadigm concepts: person, environment, health, 
and nursing. Individual is an integrated whole composed of 
the internal physical, psychologic, and social nature with 
differing degrees of self-care abilities. Environment is 
viewed as the elements external to the individual 
interacting with the individual to affect the self-care 
system. Health is viewed as a wholeness or integrity of the 
individual. Nursing is a human service, an interpersonal 
process, and technology required for specific action (Chinn 
& Jacobs, 1987). 
Within the framework of this study, the person was the 
individual elder who was able to maintain self-care while 
residing in his/her own home. The concept of environment 
was the specified geographic setting located in rural 
Northeast Mississippi. Health was reflected in terms of 
wellness or positive health-care practices as identified by 
the elder. Nursing was considered the service of examining 
and utilizing the health-care concepts identified as vital 
by the elders themselves. 
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Assumptions 
The assumptions of this study were 
1. Rural elders have specific health-care practices 
that they can identify. 
2. Rural elders are engaged in self-care behaviors 
related to health-care practices. 
Purpose of the Study 
The purpose of this study was to identify, examine, and 
define the health-care practices of elders residing in rural 
Mississippi. This research could serve as a basis for 
prospective health-promotion programs related to the 
identified actual practices of the rural elder. 
Statement of the Problem 
The problem explored was threefold: to identify the 
health-care practices of elders over 65 years of age, to 
specify the frequency with which these identified practices 
were used, and to explore the impact of selected demographic 
variables and the number of health-care practices used by 
this population. 
Research Questions 
The following research questions were generated: 
1. How frequently do rural elders utilize selected 
health-care practices? 
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2. What are the relationships between the extent of 
use of health-care practices overall and selected 
demographic variables? 
Definition of Terms 
For the purpose of this study, terms were defined as 
follows: 
Health-care practices: Those behaviors engaged in 
which impact health status including freguency of check-ups, 
regularity of meals, type of diet, adequacy of sleep, use of 
an exercise program, use of alcohol and tobacco, driving 
habits, and maintenance of weight within normal limits. 
These behaviors were determined by the Personal Lifestyle 
Questionnaire. 
Rural aged: Refers to men and women over 65 years of 
age, residing in their own homes which are located in 
Mississippi communities with a population of 4,000 or less. 
Frequency: Refers to the actual number of times a 
health-care practice was used by the elder as identified by 
the Personal Lifestyle Questionnaire. 
Selected demographic variables: Refers to personal 
data about subjects including race, age, gender, marital 
status, and educational level as identified by the Personal 
Lifestyle Questionnaire. 
Chapter II 
Review of the Literature 
A review of appropriate literature revealed that little 
research has addressed the health-care practices of rural 
elders. Most of the studies found were completed on urban 
elders with more access to health-care providers and 
services than their rural counterparts. Therefore, while 
including studies on urban elders the focus of this selected 
review was health-care practices as defined by the rural 
elder whenever possible. Identification of these practices 
permitted the realization of a more direct approach to 
primary prevention. 
A study on an urban population by Brown, Muhlenkamp, 
Fox, and Osborn (1983) examined the relationships between 
health beliefs, values, and related promotional activity. 
The researchers attempted to determine the predictive 
validity of the combined Multidimensional Health Locus 
Control Scale, subscales, and health value for a broad range 
of health-promotional activities. The study focused on the 
combined activities of safety, nutrition, prevention, 
substance use, relaxation, and exercise. 
A convenience sample of n = 63 was obtained from the 
target population of healthy, middle-class adults residing 
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in a southwestern metropolitan area. The participants 
ranged in age from 18-90 with a mean age of 47 years. 
Ninety-four initial contacts were made through a church 
social group and secretaries from a university and a law 
office. Of the 94 persons contacted, 67 returned the 
completed questionnaire for a 71% response rate. Four 
questionnaires were eliminated due to missing data. 
Protection of the subjects' rights was assured by obtaining 
consents from the subjects. 
The self-administered questionnaire consisted of four 
parts and required approximately 20 minutes to complete. 
Part I comprised items related to age, sex, ethnicity, 
marital status, education, income, and religion. Part II 
was the Multidimensional Health Locus of Control Scale, 
consisting of 18 statements designed to elicit information 
about an individual's health beliefs. Part III utilized an 
adaption of Rokeach's Value Survey and was used to determine 
the ranking or value an individual gives to health in 
relation to other terminal values. Part IV was a Personal 
Lifestyle Activities Questionnaire developed by the authors, 
consisting of 24 statements related to health-promotion 
activities . 
The mean Multidimensional Health Locus of Control 
subscale for the total sample were: Internal, 28.6; 
Powerful Others, 17.1; and Chance, 14.0. All of these means 
were close to the normative means of 26.5, 18.3, 15.0, 
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respectively, established by Wallston and Wallston (cited in 
Brown et al., 1983). No significant relationships were 
found between income, education, or age and the 
Multidimensional Health Locus of Control subscales nor 
between these demographic characteristics and health value. 
The mean and median total activity score on the Personal 
Lifestyle Questionnaire reflected the level of health 
promotion was 3.2 (Brown et al., 1983). 
A second focus of Brown et al.'s study was concerned 
with the relationships between health information-seeking 
activities and the level of internality. None of the 
correlation coefficients between the Internal Health Locus 
of Control (IHLC) and the three types of health information-
seeking activities, alone or in combination, was significant 
(IHLC and classes, r = .02; IHLC and reading, r = .06; IHLC 
and television, r = .04). 
Several implications for nursing emerged from the 
theory and research behind the locus of control concept. 
First, scales to measure locus of control were useful in 
evaluating health education programs. Second, it was 
advantageous to screen individuals using health locus of 
control before placement into a treatment program that 
matched their needs. Third, health professionals wanted to 
train individuals to become more internal, since internals 
appeared more likely to engage in positive health behaviors. 
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The study by Brown et al. ( 1983) was geared to an urban 
population of middle-aged adults while the current study was 
aimed at an older rural population. The research focuses 
were similar as both were examining current health-care 
practices of the subjects. As the same tool was used in 
both studies, the research by Brown et al. (1983) assisted 
with validation of the Personal Lifestyle Questionnaire 
(Muhlenkamp et al., 1983) for use in the present research 
endeavor. 
Another study related to elder health concerns and 
practices by Thesis (1991) sought to investigate advantages 
in using the clients' previous knowledge base to teach 
elderly clients. This study was included in the literature 
review in order to establish that elders do have set health­
care practices that affect their health in either a positive 
or negative manner. The author used two teaching methods to 
study the difference in the traditional teaching plan which 
was not based on clients' previous knowledge and an 
experimental plan that taught basically relating to what the 
client already knew. 
The subjects were 40 people 65 years of age and older, 
selected from two senior citizens centers in a suburban area 
in the Midwest. Criteria used for inclusion of subjects 
were a need to limit the amount of sodium in their diet; 
independent living situation; English speaking; minimal 
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impairment of vision, hearing, and speaking; and a 
willingness to participate. 
The data were collected over a 3-month period utilizing 
two instruments to screen subjects' mental capacity. The 
first was the Short Portable Mental Status Questionnaire 
(SPMSQ) which had been used to estimate mental status in 
older persons. This test was used to assess short-term 
memory. The major instrument used was a 46-item listing of 
foods to be categorized by subjects as being high or low in 
sodium. This instrument was used as a pretest to assess 
previous knowledge about sodium in foods and as a posttest 
to evaluate learning outcomes. Demographic and health 
history data were also collected to determine the 
homogeneity of the treatment groups. Following the pretest 
the experimental group was evaluated using information 
obtained on the client's previous knowledge and taught 
according to this information. For the control group, the 
pretest was not examined, but a standard plan on low-sodium 
diet was taught. Both groups were given a posttest 
immediately after teaching. 
Results related to demographic data showed subjects had 
been on low-sodium diets for less than 2 years to more than 
21 years. Thirty-one (77.5%) had been told to limit their 
sodium intake by a physician, but only 7 (17.5%) identified 
the physician as teaching them anything about the diet. 
Nurses and dietitians were identified as teaching about the 
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same number of subjects as the physician. Media 
(television, written material) taught the largest number (13 
subjects, 32.5%) about the diet. The mean pretest score for 
the control group was 34.7, SD 9.33 and for the experimental 
group was 38.25, SD 6.77. The posttest means were control 
group 39.1, SD 5.93 and experimental group 42.8, SD 3.71. A 
t test was done of the independent variable (experimental or 
control group) on the posttest, demonstrating a value of 
2.37, df = 38, p = .02. The means of the experimental group 
were higher than the control group, and the standard 
deviation was high for the control group's pretest. The 
experimental and control groups were found to be homogenous 
chi-square for the dichotomous and grouped demographic 
variables, thus indicating those who thought what they ate 
influenced their health and those who cooked for themselves 
scored higher on the pretest. 
Thesis (1991) concluded that subjects scored 
significantly higher on a posttest related to sodium in 
foods when their previous knowledge was used in teaching. 
Health-care professionals enhanced the client's learning by 
an active effort to base new learning on old knowledge. 
Recommendations included replication of the study with a 
larger, more diverse sample, with the inclusion of African-
Americans, as hypertension was more prevalent in this group. 
A helpful method of testing application of knowledge was 
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having clients keep a diary of what they actually ate over a 
given period. 
Thesis (1991) assisted in establishing elders' health­
care practices and practices that had a definite impact on 
the health of senior citizens. The research populations 
were similar in that participants were aged 65 of age or 
older in both studies. Although the present research did 
not plan to change health-care practices of rural elders, 
Thesis provided valuable information for further evaluation 
and a plan for teaching positive health-care information to 
the geriatric client. 
Another study by Davis et al. (1991) sought to 
ascertain the older clients' conceptions of health and their 
preferences for services. The researchers suggested the 
majority of investigations related to health practices in 
this age group to have focused on the urban elderly. Rural 
elders were often handed "scaled-down urban service models 
that failed to meet their needs or were insensitive to the 
real differences between urban and rural areas" (p. 12). 
Research focusing on how the culture of a given rural 
area affected the health behavior of the people suggested 
rural people defined health as the ability to work or 
function in one's role. Thus, the purpose of this study was 
to investigate the health beliefs and practices of older 
adults residing in a rural area. 
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Based on the Interaction Model of Client Health 
Behavior, an interview guide was developed by the research 
team to explore the concept of client singularity. The 
interview guide elicited demographic information and data 
related to subjects' specific health beliefs and practices. 
The interview guide was pilot tested and refined by the 
researchers prior to implementing this study. 
A sample of convenience (N = 31) was recruited in a 
variety of ways. Some subjects were known by members of the 
research team, whereas others were obtained through contacts 
with senior citizen groups. To be included in the study, 
subjects were required to be aged 65 years or older, 
demonstrate no obvious cognitive impairments, be 
noninstitutionalized, and reside in the study areas. 
Most of the interviews were conducted in the subjects' 
homes; however, a few were conducted in senior citizen 
centers. Interviews were tape-recorded and ranged in length 
from 30 to 60 minutes. 
Findings related to demographic characteristics showed 
women comprised 80% (n = 25) and men comprised 20% (n = 6) 
of the sample. Subjects ranged in age from 65 to 94 years, 
with a mean age of 75 years. Eighteen subjects (58%) were 
white, and 13 (42%) were black. An equal number were 
widowed or married (n = 13, 42%), whereas 3 (10%) were 
divorced and 2 (6%) were single. 
19 
A variety of illnesses and surgeries was reported by 26 
(80%) of the subjects. However, 5 subjects (16%) reported 
never having had a major illness or surgery. The mean 
number of illnesses for each subject was 2; the mean number 
of surgeries was 1. The most frequently reported illnesses 
were hypertension (8 subjects) and diabetes (7 subjects). 
This group of subjects described health as a very 
valuable commodity. In fact, many of the subjects reported 
health meant "everything." The greatest fears about their 
health were that an existing health problem would get worse 
or a debilitating problem might develop. 
The subjects reported adhering to a balanced diet, 
exercising, and taking medications to maintain their health. 
In addition, the subjects focused on "staying busy" by 
participating in senior center activities, attending church, 
or being active in volunteer work. 
At least 50% of the subjects in this study expressed a 
need for services, such as blood pressure and diabetic 
screening, health education classes on diet, cholesterol 
reduction, hypertension, and diabetes management, new 
therapies in health care, and life management counseling. A 
few of the subjects (n = 4, 13%) described a future need for 
home care services by nurses. 
Recommendations included the need to address health 
beliefs and practices of older persons residing in rural 
areas in nursing curricula. Within the practice arena, 
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nursing care should focus on promoting self-reliance and 
assisting older adults to sustain functional abilities. 
Specifically needed are educational, counseling, and health 
screening services that include affective support. 
To predict health behavior and associated risks among 
the rural elderly, further exploration of the elements of 
client singularity were needed with this group. There was a 
need for intervention studies to test the effectiveness of 
health-promotion programs with the rural elderly. Davis et 
al. (1991) concluded that older persons might be better 
served if health were defined as the ability to exercise 
self-reliance and autonomy to function effectively in 
society. 
This study oy Davis et al. (1991) shared a similar 
population age with the current research in that all 
subjects were 65 years or older. Data were collected by 
tape-recordings in the study by Davis while by guestionnaire 
in the present research. Both studies shared a need to 
address health-care practices of the older adult residing in 
rural areas. 
Another study was found to further establish the 
validity of the Personal Lifestyle Questionnaire by 
Muhlenkamp and Sayles (1986) as they examined and sought to 
identify relationships among perceived social support, self-
esteem, and positive health practices among adults residing 
in a southwestern metropolitan area. The study addressed 
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the interplay between social support and self-esteem and its 
impact on self-care practices. 
A convenience sample of 98 volunteers was secured from 
residents of a large apartment complex in a southwestern 
city. The age of the participants ranged from 18 to 67, 
with a mean of 29 years. The 98 volunteers represented 81% 
of the individuals initially approached to participate. 
The questionnaire packet used for this study included 
the Coopersmith Self-Esteem Inventory (SLE), a 25-item scale 
on which the subject indicated that statements such as "I'm 
a lot of fun to be with" are either "Like me" or "Unlike 
me." The second instrument used in this study was Part II 
of the Personal Resources Questionnaire (PRQ) to measure 
social support. This tool consisted of 25 questions, 5 for 
each subscale, which were answered in a 7-point Likert scale 
from strongly agree to strongly disagree. The third 
instrument was the Personal Lifestyle Questionnaire 
(Lifestyle) that was used to measure positive health 
practices. This 24-item scale, developed by Muhlenkamp and 
Brown (1983), measured six areas of health practices, with a 
4-point Likert scale ranging from regularly to never. The 
final portion of the packet contained demographic data that 
asked sociodemographic questions. 
The results indicated the mean score for subjects on 
the SEI to be 76.77, with scores ranging from 36 to 100 out 
of a possible range of 0 to 100. Participants' scores on 
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the total PRQ ranged from 60 to 167 of the possible 175 
points, with a mean of 130.8. Intimacy emerged as the 
highest subscale of the PRQ and nurturance as the weakest. 
The mean Lifestyle score was 64.39, and the scores ranged 
from 44 to 86 out of a maximum possible range of 0 to 96. 
The highest subscale scores were in Substance Use and 
Relaxation and lowest in Health Promotion. 
The major finding in the path analysis was that social 
support had no direct effect on Lifestyle, exerting all its 
influence through self-esteem, which had a considerable 
direct effect on lifestyle. Another noteworthy finding from 
the model was the direct effect of gender on self-esteem, 
social support, and Lifestyle, and the indirect effect on 
lifestyle through self-esteem and social support. This 
finding was explained by the fact that the typical woman was 
more emotionally involved in relationships than the average 
man. 
Although the implications of Muhlenkamp and Sayles were 
limited due to the inconclusive nature of findings noted in 
a single study, the implications were far-ranging if the 
findings were repeated in replications with varied samples. 
A major concern of nursing and other health professionals 
has always been how to decrease the economic, social, and 
psychological cost of illness. If findings repeatedly 
showed that social support and self-esteem substantially 
influence health behaviors, education would take the 
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direction of focusing on interpersonal factors for the 
purpose of affecting these behaviors. Creative approaches 
and flexible attitudes toward the involvement of significant 
others in the care of clients might emerge. These findings 
provided empirical verification for the blending of social 
and psychological factors in planning client care. Although 
the population sample age was much younger for this study, 
the focus on health-care practices was similar to the 
current research being presented. The Personal Lifestyle 
Questionnaire was included in both studies with the 
examination of Muhlenkamp and Sayles (1986) further 
establishing validity of the current research tool. 
The review of literature indicated that much research 
was needed to examine health-care practices and beliefs of 
elders in order to assist in a healthier aging process. 
Several studies indicated that input from the individual 
client would have a positive effect on health care provided 
and accepted by elders. These include Johnson (1991), 
Thesis (1991), and Davis et al. (1991). Previous knowledge 
of the client related to an illness or health—care practices 
also was found to be of great value in planning and 
implementing a health plan for the individual. Another 
supportive view suggested that knowledge of the older 
clients' conceptions of health and individual preferences 
for services was of unlimited value in planning and assuring 
acceptance of the health-care plan. The researcher 
24 
concluded that the need for health-care services based on 
actual information obtained from elders residing in rural 
area was far superior to the "scaled down urban models that 
failed to meet their needs or were insensitive to the real 





A descriptive design was chosen for this study in order 
to determine the health-care practices of rural elders 
residing in their own homes in Northeast Mississippi. This 
design described phenomena and examined the relationship 
between variables. No attempt was made to determine cause-
and-effect relationships (Nieswiadomy, 1987). 
Variables 
Variable of interest. The variable of interest in this 
study was the actual health-care practices of participating 
rural elders. 
Control. Control variables were age, with all 
participants being age 65 and older, and geographic location 
which was limited to a three-county area in Northeast 
Mississippi with populations of 4,000 or less. 
Extraneous . For the purpose of this study, extraneous 
variables included the socioeconomic status, the subject s 
interest in answering the questionnaire, and the subject s 
perception of the researcher. Limited visual and auditory 
acuities associated with the aging process were considered 
in this category. 
25 
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Setting, Population, and Sample 
The setting for this study was a three-county area 
located in Northeast Mississippi. Four townships and 
settlements with a population of 4,000 or less were used. 
These locations were chosen by the researcher due to the 
higher percentage (38%) of senior citizens residing in the 
area. Farming was the prominent occupation of the 
residents, with cotton and soybeans as major crops (C. 
Patterson, personal communication, June 10, 1992). The 
areas were all located approximately 12 to 20 miles from the 
nearest health-care provider, which generally was a public 
health clinic or family physician's office. No means of 
public transportation were available, thus elderly residents 
depended on family, friends, or neighbors for transportation 
if they were unable to drive. The population was elders 
located in this geographic area who resided in their own 
homes and who were 65 years of age and older. A convenience 
sample (N = 64) included all interested persons 65 years and 
older who were present at the sites (senior citizen centers, 
church groups, and club meetings) during the period of data 
collection. 
Instrumentation 
Permission to replicate the study by Johnson (1991) of 
health-care practices of the rural aged was obtained (see 
Appendix A). The instrument utilized for measuring the 
variables in this study was the Personal Lifestyle 
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Questionnaire (PLQ) (see Appendix B) and consisted of 24 
items on a Likert-type scale. This instrument was developed 
by Muhlenkamp and Brown (1983) and used in a number of 
previous studies related to the topic of elder self-care 
health practices. Letters seeking permission to utilize the 
PLQ were sent to the authors of the respective tools (see 
Appendix C) . Permission was granted upon receipt of the PLQ 
from the author. 
The PLQ was validated by use in previous studies 
(Brown, Muhlenkamp, Fox, & Osborn, 1983; Johnson, 1991; 
Muhlenkamp & Sayles, 1986). The authors of the PLQ further 
validated the tool by completion of a factor analysis of the 
responses of 380 subjects to determine the validity of the 
six subscales of exercise, nutrition, relaxation, safety, 
substance use, and health promotion. Seven factors emerged, 
five of which were almost identical to the original 
subscales. 
Two test-retest reliability analyses were performed on 
the Personal Lifestyle Questionnaire. The first conducted 
on a small number of subjects (n = 54) over a 4-week 
interval resulted in a coefficient of r = .78, and the 
second conducted over a 3-week interval resulted in a 
coefficient of r = .88. The intercorrelations between 
subscores range from r = .003 to r = .42. Although many of 
these intercorrelations were significant, the shared 
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variance ranges from 0 to onl v ive +-v. ^ • -i ? u « LU oniy .17 6, thereby presenting less 
of a problem (Muhlenkamp & Brown, 1983). 
Cronbach s alpha was computed for the guestionnaire on 
two samples as a measure of internal consistency. The total 
score alpha coefficients were r = .74 for one sample and 
r - .76 for another. The subscale coefficients were 
generally low but ranged from r = .24 to r = .75, which was 
expected when subscales were compromised of only four items. 
Concurrent validity of the scale was established by 
administering it to two samples along with the Stevens' 
Point Lifestyle Assessment Questionnaire, with the resulting 
coefficients of r = .83 for one sample and r = .72 for 
another. Further validity was established by administering 
the guestionnaire to 127 individuals who had taken the 
Health Hazard Appraisal. The Health Hazard Appraisal 
results in a computed score called modification risk which 
represents risk that can be lowered by modifying one's 
health activities; modifiable risk is thought to be free 
from the effects of family history and genetic traits. The 
correlation between Personal Lifestyle Questionnaire and the 
modifiable risk scores was -.25 (p < .005), further 
confirming the validity (Muhlenkamp & Brown, 1983). 
Data Collection Procedure 
Following approval of the Committee on Use of Human 
Subjects in Experimentation of Mississippi University for 
Women (see Appendix D), permission to conduct this study was 
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obtained by verbal consent from administration personnel in 
senior centers and church affiliations in the data 
collection setting. The purpose and procedure of the study 
were explained verbally and individual permission forms (see 
Appendix E) were obtained from each participant in the 
study. To protect anonymity of participants, the consent 
forms were destroyed subsequent to data collection. The 
researcher collected all data on site at a predetermined 
time to increase control of extraneous variables and assure 
credible responses. Data collection took place July 1992 to 
August 1992. 
Data Analysis 
For the purpose of this study, descriptive statistics 
including use of frequency and percentages were utilized. A 
Pearson Product Moment Correlation also was utilized to 
determine if a relationship existed between the demographic 
variables of race, age, gender, marital status, educational 
level, and the number of health-care practices used. 
Limitations 
The following limitations were identified: 
1. The sample was selected from a limited 
geographical location which may prevent generalization to 
other sections of the state and country. However, the 
sample was an adequate representation of a rural, southern 
geriatric population. 
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2 . The elders may have misinterpreted the questions 
due to limited visual and auditory acuities often associated 
with the normal aging process. 
3. Researcher assistance in answering the 
questionnaires could have biased the subjects' answers due 
to subjective interpretation of the questions. 
4. Researcher assistance in answering the 
questionnaires could have biased the subjects' answers due 
to reluctance in admitting true health-care practices. 
Chapter IV 
The Findings 
The purpose of this study was to identify, examine, and 
define the health-care practices of elders residing in rural 
Mississippi. Health-care practices were identified by 
client responses on the Personal Lifestyle Questionnaire 
(PLQ). A descriptive correlational research design was 
utilized to determine if a relationship existed between 
health-care practices as noted on the PLQ subscales of 
exercise, nutrition, relaxation, safety, substance use and 
health promotion, and the demographic variables of age, 
race, sex, marital status, and education. 
Sample 
A sample of convenience (N = 64) included individuals 
who were 65 years and older and resided in their own homes. 
Residence was confined to four townships and settlements 
with populations of 4 ,000 or less in Northeast Mississippi. 
The subjects ranged in age from 65 to 83 years with a 
mean age of 71 years. Gender was almost equally represented 
with a total of 57% females and 42% males. Subjects who 
were married accounted for 54% of the sample. A majority 
(93%) of the subjects were white. Educational level ranged 




The first research question was how frequently do rural 
elders utilize selected health-care practices? Data were 
subjected to descriptive statistical analysis to determine 
frequency of health-care practices in relation to the 
subscales which included exercise, nutrition, relaxation, 
safety, substance use, and health promotion. Only 12.6% 
(n = 8) of the respondents almost always and frequently 
follow an exercise program while 87.6% (n = 56) occasionally 
and never employ an exercise program. On the other hand, 
93.8% (n = 60) almost always and frequently ate regular 
meals while only 6.3 (n = 4) did not. The results for the 
subscales on exercise and nutrition follow in Table 1. 
Results for the relaxation and safety subscales 
revealed that the majority (n = 58) took time for 15-20 
minutes of daily relaxation. Almost all of the participants 
(n = 52) observed the safety measure of driving within 10 
miles of the speed limits. These data follow in Table 2. 
Results of the final two subscales reveal that elders 
are cautious regarding substance use and seek a health-care 
provider for care at least annually. The data for these 
subscales are presented in Table 3. 
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The second research question, what are the 
relationships between the extent of use of health-care 
practices overall and selected demographic variables, was 
explored by further subjecting data to a Pearson Product 
Moment Correlation (Pearson r) . Evaluations were completed 
in relation to the six subscales of safety, substance use, 
exercise, nutrition, relaxation, and health promotion. 
Results revealed individuals with a higher educational 
background participated in better nutritional practices 
(r = +.27, p = .02) and more often followed a regular 
planned exercise routine (r = +.36, p = .00). Married 
participants practiced more positive nutritional routines 
than unmarried elders (r = +.24, p = .03) and were involved 
in more health-promotional activities (r = .20, p = .06). 
In relation to gender, female participants observed more 
safety practices than males (r = -.34, p = .001) and more 
often participated in health-promotional activities 
(r = +.30, p = .01). 
Notable results in relation to age were in the 
subscales of substance use and exercise. Older participants 
were less likely to practice unsafe substance use than 
younger participants (r = +.25, p = .02), while younger 
participants were more likely to complete a regular planned 
exercise routine (r = -.31, £ = *03). 
Differences in the variable of race showed white 
participants were more likely to follow a regular planned 
37 
exercise program (r = + .24 n = m\ = a. • • — ' H .03) and participate in more 
positive health-promotional activities (r = +.25, p = .02). 
On the total PLQ two areas emerged showing major 
significance. These were between the demographic variable 
of age and total positive health-care practices. Younger 
participants demonstrated more health-care practices 
(£ = _»08, p = .26) , while elders had more total positive 
health-care practices (r = +.39, p = .001). These data are 
presented in Table 4 . 
Additionally, the researcher sought to compare results 
of this replicatory study with Johnson's (1991) results (see 
Tables 5 and 6) . In summary, married elders had a higher 
number of positive health-care practices than unmarried 
elders. Increased age had a significant influence on 
decreasing the actual number of positive health-care 
practices utilized by the participants. 
* * 
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Chapter V 
The Outcomes 
Older Americans, especially those residing in rural 
areas, have limited access to health-care assistance (Ory 
et al., 1992). As the elder population in the United States 
has been determined to be the fastest growing segment of 
Americans, health-care practices as identified by these 
seniors provide a vital link in planning and providing 
quality health services (Spirduso, 1989). For this reason, 
increased knowledge as to the actual health-care practices 
of the rural elderly is mandated. 
This descriptive, correlational study sought to 
determine the relationships among the demographic variables 
of sex, race, marital status, educational level and these 
health-care practices. Data were collected from elders 
(N = 64) aged 65 and older who were present at the sites 
(senior citizens centers, church groups and club meetings) 
located in a three-county area in Northeast Mississippi. 
Demographic data were collected to describe the sample. 
Health-care practices were measured by the Personal 
Lifestyle Questionnaire. Data were statistically analyzed 
using the Pearson Product Moment Correlation (Pearson r) . 
H-Vnra nn-i-romes of the research including 
This chapter explores the out 
4 1  
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discussion of the findinoq 
^S' conclusions, implications for 
nursing, and recommendations. 
Summary of Findings 
The sample consisted of 64 elders residing in 
communities with populations of 4,000 or less in a three-
county area located in Northeast Mississippi. Subjects 
ranged in age from 65 to 83 years, with a mean age of 71 
years and represented an educational level from 5 to 19 
years, with a mean of 12 years. The majority of the sample 
was of the white race (93%) . There were slightly more women 
(57.8%) than men (42.2%). Finally, marital status was 
almost evenly divided between married (54%) elders and non-
married elders (46%). 
Two research questions guided this study. The first 
question was how frequently did rural elders utilize 
selected health-care practices. Descriptive analysis 
revealed married, white elders with a higher educational 
level observed more positive health practices. Women 
observed more positive practices than men; additionally, 
frail elders demonstrated decreased evidence of substance 
abuse. 
Results regarding research question 2, what are the 
relationships between the extent of use of health care 
practices overall and selected demographic variables, 
evidenced one significant relationship. Marital status and 
nutrition were positively correlated (p = .03), which 
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suggests elders who are married have better nutritional 
practices than those who are single. Overall, married 
elders demonstrated more positive health-promotional 
activities (E .06) than did single elders. Findings 
related to the total scores on the Personal Lifestyle 
Questionnaire indicated a significant correlation between 
health care practices and selected demographic variables. 
Discussion 
The results of this replication study indicate rural 
elders residing in Northeast Mississippi utilized health­
care practices at a higher rate than those elders in the 
comparative study who resided in the southwestern United 
States. Therefore, results failed to support Johnson's 
(1991) study which concluded rural elders have a lower 
number of regular health-care practices than urban aged. A 
possible explanation for the disparity in results may have 
been the difference in sample size and composition (Johnson, 
N = 250; Evans, N = 64). 
The smaller, selective sample size utilized in the 
present study may not be truly representative of southern 
elders. The sample did consist of highly functioning self-
sufficient individuals, residing in their own homes. These 
subjects were interested in themselves and others 
4-,v,'natinn in community based senior, evidenced by their participation in CUHUUU * 
Therefore, the results may 
church and civic organizations. 
have been enhanced by the quality of life 
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participants. Conversely, this sampie may epitomize rural 
southern elders, whereas Johnson's sample may have been 
biased by data collection techniques. Johnson mailed 
questionnaires to participants while data were collected on 
site by the researcher in this study. m mailed surveys, 
the incidence of non-returned responses and lack of control 
over who completes or influences the respondent is a 
relative concern. With on-site collection, the interviewer 
has ready access to data with a higher level of control over 
extraneous variables. On-site collection in this study was 
believed by the author to enhance validation of the findings 
and significantly limit outside bias of the results. 
Perhaps access to health-care providers may have 
positively impacted the higher number of health-care 
practices noted in the present study population. Since 
federally funded health clinics were available, these elders 
may have had increased access to health care. Brown et al. 
(1983) pointed out health-care programs and providers which 
were accessible to the elder's environment and situation 
would be more accepted and utilized by the elders, thereby 
improving health-care practices. 
Interpretation of findings also should include 
reference to the strong family, church, and community 
support common in the rural Southeast which could have 
influenced elder subjects to employ more positive health­
care habits. Additionally, a system of public 
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transportation provided through Three Rivers Council for 
Aging, a federal and locally funded project, could further 
explain how subjects had increased access to health-care 
providers to maintain their health-care practices. 
Further data interpretation was meaningful when 
described by demographic variables. in relation to race, 
Johnson did not correlate findings with regard to this 
variable. However, the present research project 
demonstrated white participants had significantly more 
exercise (p = .05) practices as evidenced by their regular 
planned exercise programs and health-promotional activities. 
This finding would be in part explained by the potential 
inclusion of a higher number of white-collar retirees who 
were exposed to preventive health-care plans as a part of 
their past employment. 
Perhaps the most important finding of the study was 
related to marital status. Those elders who were married 
exhibited a significantly higher number of health-care 
practices (p = .01) than their single counterparts. One 
explanation may be that elders who live alone are more apt 
to view cooking as too much trouble for one person, may eat 
foods higher in carbohydrates, and may lack the financial 
support to accommodate healthful eating. 
Findings related to marital status may have influenced 
overall results in relation to health-care practices as the 
majority or 62.8% of Johnson's population were single, while 
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54.7% of the current research sample were married. Johnson 
(1991) noted "living alone may cause the older individual to 
perceive fewer opportunities for close relationships with 
others" (p. 12). in not having access to friends, family, 
and significant others, the elder may not have a chance to 
verbalize health-care concerns related to positive practices 
with others. Thus, without a close friend or spouse, rural 
elder attitudes toward health-care practices can be directly 
affected in a negative manner, resulting in an actual 
decrease in the preventive health measures. 
Another significant finding was noted in relation to 
age as younger elders more often participated in regular 
planned exercise programs which correlates to Johnson's 
findings that younger participants utilized more positive 
health-care practices. The premise is based on 
psychological aging which results in a general slowing of 
body functions so exercise ability is impeded. 
For the variable of educational level, participants in 
both studies were almost identical; Johnson's sample had a 
representation of 38.8% as high school graduates while the 
present research sample had 34.4% completing 12 years of 
formal education. This factor impacts on viable need for 
health-care education based on the identified practices and 
educational background and is germane to Orem's supportive 
educative system (1980). A study by Thesis (1991) related 
the use of previous knowledge or educational background in 
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relation to influencing actual health-care practices. 
Thesis found educational programs based on the client's 
previous knowledge and educational background enhanced 
preventive health care in the elder population. Thus, the 
similarities in educational level of Johnson and the present 
study sample would provide a stronger basis for the 
findings, although Johnson did not correlate separate 
findings related to education and the subscales of exercise 
and nutrition. The current research project noted 
significance at the p = .01 level in relation to exercise. 
Elders who had a higher educational level were more likely 
to participate in a regular planned exercise program. These 
elders were also noted to have significance at the p = .05 
level related to better nutritional practices. The 
researcher feels these findings can best be explained in 
that more highly educated elders read and have more access 
to positive health-care literature which influences their 
food choices and exercise patterns. 
Elder women in the present research project exhibited a 
higher number of health-care practices. Overall these 
findings support Johnson (1991) who determined women used a 
significantly higher number of health-care practices than 
men. These findings were further supported by Muhlenkamp 
and Sayles (1986) in relation to gender, as females also 
demonstrated a higher number of positive health care 
practices. Thus, women have been found, not only in this 
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study but in the comparative and other research projects, to 
follow more positive health-care practices than males. The 
researcher speculates this may be due in part to the more 
health conscious, nurturing attitudes commonly noted in 
females who are usually deemed health-care experts and 
providers in the home environments. The present research 
project also divided health-promotional practices and 
correlated results with the extraneous variable of sex. 
Results in the subscale of safety demonstrated women have a 
much greater number of safety-related health-care practices 
than males 
(p = .01). Females also had a much higher number of health-
promotional activities with significance at the p = .01 
level in the category also. As Johnson did not provide 
information related to exercise and health promotion per 
gender, the researcher was unable to contrast findings in 
these areas. Overall the findings of the current study were 
considered by the researcher to better define actual health­
care practices . 
One finding of particular interest to this research was 
in relation to the subscale of substance abuse. The 
majority or 51.6% of Johnson's sample population reported 
never abstaining from alcoholic beverages when taking 
medications, 69% smoked in bed, and 65.6% reported driving 
after having two or more alcoholic beverages. Elders in 
this current study almost always abstained from alcoholic 
49 
use or had less access to alcoholic beverages. This finding 
may reflect the southern "Bible Belt" culture influence. 
All except one of the data collection sites were located in 
a dry county. 
Conclusions 
The researcher determined that elders residing in rural 
Northeast Mississippi have a higher number of positive 
health-care practices than elders living in rural 
Southwestern United States. This study's results failed to 
support the original research by Johnson (1991) in relation 
to the total number of positive health-care practices 
utilized by elders and findings in the subscale of substance 
abuse. Johnson's sample demonstrated a higher overall 
number of unsafe substance abuse practices than noted in the 
present study. Substance abuse also was noted to 
significantly decrease with age. Results of this replicated 
study did support Johnson's findings for the subscales of 
marital status, gender, and education. Women, married 
individuals, and more highly educated elders demonstrated 
more positive health-care practices. These conclusions were 
further substantiated by other researchers (Brown et al. , 
1983; Muhlenkamp & Sayles, 1986; Thesis, 1991). 
Additional correlational findings that were not 
examined by Johnson involved the subscales of exercise and 
nutrition with the demographic variable of race. White 
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6ld6irs h&d significantly moirQ rpnniar y muie regular, planned exercise 
programs and more positive nutritional habits. 
Lastly, Orem's (1980) model of health care was an 
appropriate framework for investigation of self-care needs 
of the other sample. Elders as self-care agents engaged in 
health care practices which delayed self—care deficits. 
Conversely, some elders were found to exhibit self-care 
deficits and a need for supportive-education assistance from 
health-care providers . 
Implications 
Nurses in advanced practice, particularly the 
Gerontological Nurse Practitioners (GNPs), must carefully 
assess health-care practices of elders, especially those 
considered to be at high risk for health problems related to 
the aging process and chronic illness. Health promotion and 
treatment intervention plans developed for this population 
must include consideration for the elder's educational 
level, marital status, gender, culture, and geographic 
location. 
The GNP as an advocate and educator would be 
responsible for health promotional programs. If presented 
in central rural locations, difficulties may arise due to 
constraints or a simple lack of transportation. Thus, the 
GNP must consider developing health-promotional information 
which could be videotaped and made available to elders in 
their homes, in local churches, and community centers. To 
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increase the incidence of succeed ,nfv, ̂  with these programs, rural 
elders need to be involved in the arf„ai ^ xii me actual planning and 
implementation of health-promotional activities. 
Recommendations 
Based on the findings of this study, the following 
recommendations are made for future research and nursing 
practice. 
Research 
1. Replication of the study using a larger elder 
sample and a more diverse geographic representation. 
2. Conduction of further research to determine 
similarities and differences in actual health-care practices 
for urban and rural elder populations. 
3. Conduction of further research to correlate gender 
and health-care practices for rural populations. 
4. Conduction of research specific to cohort groups 
(younger, older, and frail elders) to determine differences 
in health-care practices. 
Nursinq 
1. Promotion of health-care reform to improve elder 
health-care practices. 
2. Identification of the GNP as an advocate and 
skilled health-care provider for rural elders. 
3. Education of elders and other health-care providers 
related to positive health-care practices. 
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5 5  
Julie E. Johnson, RN, PhD 
Montana State University 
College of Nursing 
Sherrick Hall  
Bozeman, MT 597 17 
Dear Ms. Johnson: 
I recently read your article in the Journal of 
Gerontological Nursing related to your study on Health-Care 
Practices of the Rural Aged. As a graduate student at 
Mississippi University for Women in Columbus, Mississippi,  I 
was highly impressed by your work. I  would l ike,  with your 
permission, to replicate your study using the Personal 
Lifestyle Questionnaire and the Stevens Point Lifestyle 
Assessment Questionnaire.  Any assistance you could give me 
in obtaining these tools would be greatly appreciated. 
Since my population will  be selected following the same 
criteria,  I hope to further validate your findings in my 
study. As a home care nurse,  I realize the significance of 
positive health-care practices in the rural cl ients I serve 
and hope to gain insight through this research to better-
provide services in my expanded role as a Gerontological 
Nurse Practitioner.  
I can be reached during working hours at (601) 862 ° r  
after 5:00 p.m. at my home (601) 282-4512. My 
P. 0.  Box 331, Mantachie,  MS 3855. 
Sincerely,  
Kathy Evans,  RN, BSN 
Graduate Student 
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Personal Lifestyle Questionnaire 
The following list includes a description of activities 
which may or may not relate to your usual living pattern. 
Please indicate to what extent the activity applies to you 
by checking "Almost Always," "Frequently," "Occasionally," 
or "Never." 
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17. Play sports, jog, or participate in other physical 










19. Limit caffeine intake to 3 cups daily (includes coffee, 






















23. Maintain weight within desirable limits avoiding both 
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October 24, 1991 
Nancy J. Brown, RN, MS 
University of Colorado 
Health Service Center 
School of Nursing 
Denver, CO 
Dear Ms. Brown: 
As a graduate student at Mississippi University for Women in 
Columbus, Mississippi, I plan to replicate a study by Julie 
E. Johnson on Health-Care Practices of the Rural Aged. I 
have obtained her permission and secured a copy of the 
Personal Lifestyle Questionnaire developed by you and Ms. 
Muhlenkamp. I would like your permission to use your 
guestionnaire in my study. I would also, with your 
permission, like to enlarge the print to facilitate better 
comprehension by the elderly participants in my study. 
In my review of literature related to elder health-care 
practices, numerous articles by you, Ms. Muhlenkamp, and 
others are of extreme interest and value to nurses concerned 
with elder care. As a home care nurse working in the 
expanded role of a Gerontological Nurse Practitioner, at the 
completion of my program I hope to have a much better 
understanding of how to assist the clients I serve in 
attaining and maintaining their highest level of health and 
function. 
I can be reached during working hours at (601) 862-7666 or 
after 5:00 p.m. at my home (601) 282-4512. My address is 
P. O. Box 331, Mantachie, MS 38855. 
Sincerely, 
Kathy Evans, RN, BSN 
Graduate Student 
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October 24, 1991 
Ann F. Muhlenkamp, RN, PhD 
Arizona State University 
Tempe, Arizona 85287 
Dear Ms. Muhlenkamp: 
As a graduate student at Mississippi University for Women in 
Columbus, Mississippi, I plan to replicate a study by Julie 
E. Johnson on Health-Care Practices of the Rural Aged. I 
have obtained her permission and secured a copy of the 
Personal Lifestyle Questionnaire developed by you and Ms. 
Brown. I would like your permission to use your 
guestionnaire in my study. I would also, with your 
permission, like to enlarge the print to facilitate better 
comprehension by the elderly participants in my study. 
In my review of literature related to elder health-care 
practices, numerous articles by you, Ms. Brown and others 
are of extreme interest and value to nurses concerned with 
elder care. As a home care nurse working in the expanded 
role of a Gerontological Nurse Practitioner, at the 
completion of my program I hope to have a much better 
understanding of how to assist the clients I serve in 
attaining and maintaining their highest level of health and 
function. 
I can be reached during working hours at (601) 862-7666 or 
after 5:00 p.m. at home (601) 282-4512. My address is P. 0. 
Box 331, Mantachie, MS 38855. 
Sincerely, 
Kathy Evans, RN, BSN 
Graduate Student 
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U N I V F R S I I Y  
FOR\Y()MFN 
Oilier- ol tho Vice President for Academic Allairs 
Fudora Welly Hall 
P.O. Rox W 160.7 
(601) ?2<>-7112 
Columbus. MS 70701 
April 22, 1992 
Ms. Cathy J. Evans 
c/o Graduate Nursing Program 
Campus 
Dear Ms. Evans: 
I am pleased to inform you that the members of the Committee 
on Human Subjects in Experimentation have approved your proposed 
study on "Health care practices of rural elders." 
The Committee suggested that it be added to the consent form 
that the results of the study will add to the current knowledge 
rather than to change health services. It also was suggested that 
a consent form be given from any health care provider, nursing home 
or any entity which is licensed and receives a fee for the care of 
the elderly persons studied. 
I wish you much success in your research. 
Sincerely, 
Thomas C. Richardson 
Vice President 
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Title of Study: 
Health-Care Practices of Rural Elders 
Participation in Study: 
I, , hereby agree to 
participate in a research investigation conducted by Kathy 
Evans, a graduate nursing student at Mississippi University 
for Women, by completing a questionnaire related to health­
care practices. The purpose of this study is to identify 
health-care practices of rural elders. This information 
will be used to identify health-care practices of rural 
elders in the South and compare the findings to similar 
information from other areas. 
If you choose to participate, your identity will remain 
anonymous. It is necessary for you to read and sign the 
consent form, allowing me to solicit your voluntary support 
in this research. The consent form and individual results 
will be destroyed when the data are summarized. Your 
participation in this study is voluntary and greatly 
appreciated by the researcher. 
P^FtlcIpanF'VTIgnature-
Date 
